sagging lid. (2) It elevates the outer end of the tarsal margin, and thus establishes an inclined plane, so that gravity can help the tears medially towards the punctum. (3) It looks pleasing, and is unlikely to be spotted by untrained observers.
Incidentally, a properly enlarged punctum, following a three-snip, should be invisible to any observer (until the lid is retracted), since the anterior wall of the canaliculus is intact. Very occasionally there may be an indication for a transposed skin flap at the inner canthus, but if the lateral tarsorrhaphy is well-contrived it is seldom needed. In very lax cases the enlarged punctum may drift a long distance laterally, but this is not significant.
The long-tried (and seemingly dearly loved) procedure of Szymanowski is not an attractive operation, but once in a while it serves very well when the width of tarsal plate from side to side is grossly excessive.
The principle of running the excess of skin out laterally (as in baggy lids) is useful in elderly patients.
Where there is paralysis and loss of tissue, the Tripier flap works excellently. Again it invokes the sling principle, and does what fascial strips to the lower lid are meant to achieve, but seldom in fact accomplish.
The second problem is the best way to reconstruct and stabilize the outer canthus after ablation of all local tissues, including the lateral canthal ligament itself. Some degree of narrowing of the palpebral fissure is acceptable, but there must be proper fixation of these lids which are not only detached but diminished in size. Attempts to pick up a 'bite' of periosteum on the outer orbital wall are unlikely to succeed, and it is better to use two removable wires carried through a hole in the orbital wall close to Whitnall's tubercle. Bunnell's method of holding a wire on a button as for tendon repair is simple and effective, and the wires can be left, while fixation by fibrosis proceeds, for four or five weeks. Their removal is simple, and causes only momentary discomfort.
Sometimes it may be useful (and certainly permissible) to divide the upper canaliculus, which allows a remarkable degree of lateral mobilization of the upper lid, and has a merely marginal effect on lacrimal drainage. The final appearance, in the context of the original disease and the operative deformity, is acceptable. The usual method ofrepair following exenteration of the orbit is by means of a free graft of splitthickness skin, which takes satisfactorily (and somewhat surprisingly) on the bare bone of the orbital cavity (Fig 1) .
This method, which is to be preferred for the majority ofexenterations, if only for its simplicity, is not entirely without disadvantage. Some patients are very disturbed by the grotesque appearance of the tunnel-like grafted cavity. There is also the permanent need for regular cleansing of the desquamating surface of the graft, a task which some patients or their relatives find distasteful.
In a proportion of patients in whom an exenteration must be carried out, the malignant disease or irradiation damage is not confined to the orbital contents, and a radical curative excision demands the removal of periorbital and facial soft tissue and bone. For these patients some sort offlap repair, at least in part, is essential and it seems logical in these circumstances to carry out the whole repair by means of a single pedicled flap (Figs 2, 3 and 4). ivading the orbital rim. The eye is blind after repeated and usuccessful irradiation Technque -Design ofFlap The author's method of repair is illustrated in Figs 5 and 6. The single large flap is based on the auricular region, the base extending from the temple to a point below and behind the ear, at its inferior extremity. The flap itself includes the whole of the cheek below the periorbital defect and its anterior border follows the naso-labial fold. However, it is the design of the lower border of this flap which is responsible for the a ble appearance of the eventual repair and for reducing secondary scaring to a minimum.
The lower margin must extend several iW e down on to the lateral aspect of the neck Wig 5). As a result the secondary defect which follows th upward transposition of the flap is situad low down on the neck below the line of the colar. This crescentic defect is either repaired with a free graft or, as is frequently possible iin edealy patients, by -direct closure in the vertical plane ( Fig 6) . The shape of the cervical etension o the flap should, of course, take account of the distribution of redundant neck skin in order to facilitate direct closure.
It must be emphasized that the main purpose of the cervical extension is to provide a flap so large that it will not only line the exenterated orbit, but will also cover the entire cheek yet leave the secondary defect on the patient's neck.
Preparation of the Orbit A moment's study of the human skull will demonstrate the fact that it is impossible to line When a free graft is used for this purpose it must either be folded or cut to allow it to conform to the walls of this deep cavity. A pedicled flap cannot, however, be cut or folded in this way and the shape ofthe bony cavity must, therefore, be altered in such a way that it can receive and be lined by the transposed flap.
Section ofPlastic Surgery
Fig 5 The design offlap which will repair the soft tissue defect, line the exenterated orbit and yet leave the cheek free of any secondary defect This is readily achieved by trimming away the projecting orbital rim on the superior, lateral and inferior margins. In most of these patients a portion of this rim will have been removed during the excision, because of invasion by or juxtaposition to the malignant tumour. Nevertheless, it is essential, even when bone need not be removed for eradication of the tumour, to reduce the prominence of these bony margins in all cases, in order to allow smooth ingress of the flap.
Infection
It is important to remember that the exenterated orbit communicates, by way of the lacrimal system, with the nasal cavity. Furthermore, radical excision of bone in the frontal or ethmoidal region will often open other pathways to the frontal and ethmoidal sinuses.
This means that the undersurface of the flap is exposed to the risk of infection from the nose unless these communications can be closed or avoided. Care should be taken, therefore, to avoid opening the sinus mucosa if possible and to tie the cut end of the lacrimal sac or nasolacrimal duct.
When such a closed wound cannot be obtained, as is usual after extensive excision in the ethmoidal region, the patient must be observed closely for signs of abscess formation beneath the flap. This has occurred in two of the author's patients, in one of them as long as two months after healing was complete. In both cases the abscess discharged through the flap, and a small fistula, lined with mucosa, became permanently established. This was of no significance to the patients closure of the secondary defect on the neck is not possible, as indicated by the arrows, then a free graft is used at this site and did not interfere with the fitting and wearing of the usual orbital prosthesis.
Discussion
The use of a pedicle flap, as opposed to a full split-thickness skin graft, for repair of the exenterated orbit has been condemned on the grounds that it 'may mask a recurrence of the tumour' (Mustarde 1966 , Wang et al. 1964 . The validity of this argument becomes, on close examination, somewhat questionable.
First, the objection implies that a recurrent tumour which arises in an already properly exenterated and grafted orbit can yet be cured by further operation. Unhappily, this eventuality is so rarely true as hardly to constitute a sound reason for eschewing the flap repair.
Secondly, as far as reconstruction is concerned, the exenterated orbit is like any other wound; that is, a tissue defect which must be repaired and resurfaced. The proximity of the cranial contents may have precluded radical removal of the tumour, but it should not influence the method of repair.
The local recurrence or cure of a malignant tumour is determined by the adequacy of the primary excision and exenteration, and, as has been mentioned above, if this excision has been radical and the orbit properly exenterated, it is highly .improbable that further operation (or irradiation) will be curative. Returning, then, to the orbit as a wound, it seems reasonable to suggest that if a surgeon objects to the use of a flap repair at this site, then he should logically object to this method at any other site on the 1090 Proe. roy. Soc. Med. Volume 62 November 1969 20 face and body and should insist that all defects which follow excision of malignant tumours should be repaired with free grafts, lest a recurrence be masked. This view does not accord with modem surgical practice.
Thirdly, in a-considerable proportion ofpatients for whom an exenteration must be performed, eradication of the tumour will demand the removal of bone in the frontal or ethmoidal regions. This produces extensive bony defects in the medial wall of the orbit, often with free communication into the ethnoidal sinuses, for which a flap repair is essential, there being no wound surface on which to lay a free graft.
Conclusion
In addition to those cases where a flap repair is essential, the method may usefully be employed in other cases of exenteration, and it is the method of choice when periorbital soft tissue and bone must be excised. The advantages are:
(1) The appearance ofthe flap is less objectionable to some patients than is the grafted orbit, since the cavity is much shallower. (2) Once healing is complete, no further toilet of the cavity is required, which is a great advantage to some elderly patients. (3) Healing is usually rapid and complete in about two weeks, when an orbital prosthesis can be fitted in the usual way.
The disadvantages are: (1) It is technically a more difficult operation than the free graft repair and requires experience of fbap design. (2) The method demands the resection of periorbital bone with some alteration of contour in this region. If, therefore, the malignant tumour is wholly confined to the orbital contents (for example an ocular melanoma), it is logical to restrict the deformity to that cavity and to avoid the flap repair. The latter can still be perfomed subsequently if the patient should object to the appearance or to the desquamation of the grafted cavity. If the distinction between the two extreme groups is unclear then the tumour will belong to the intermediate group and it may behave in a variety of ways which cannot be predicted. The behaviour can often be seen to wax and wane.
Before we can have a policy for ana t of lymph nodes we must have some understanding ofthe way the disease behaves.
Although spontaneous regression has, in the past, been reported from time to time, it is only since the recording of a large series of cases that we have begun to put this aspect of malignant disease in perspectiveit is certainly more common than generally realized.
My own experience at Frenchay Hospital (Bodenham 1968), where we now have over 730 cases on the Registry, has shown that in addition to the 3*5% which undergo spontaneous regression, as defined by Everson & Cole (196) , 7% smoulder on with clinically manifest disease, either showing little or no change for prolonged periods, or in whom the disease waxes and wanes. In addition we record those cases who, after a prolonged period of clinical freedom from
